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CHAPTER I 
INTRODUCTION 
The present study is concerned with the attitudes towards jj 
!I 
treatment and the attitudes towards child rearing of a group of 1! 
!l 
i: 
" p 
'· 
eight families having epileptic children with an emotional dis-
i' !' 
turbance, as revealed in the diagnostic studies conducted at a 
child guidance clinic. 
L 
In order to see if these attitudes were I! 
specific to epilepsy, these eight families were compared with 
eight families having a non-epileptic child with an emotional 
disturbance. 
Epilepsy is an important disorder in terms of the numbers 
of people afflicted by it. Beginning most often in childhood, 
~ : 
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this syndrome has many social and emotional repercussions for il 
the epileptic individual. Attitudes in the family and the com- i\ 
II 
muni ty such as shame and secrecy may provide a corroding influ- 1; 
i 
ence upon the developing child. 
In treatment, assessment of motivation and attitudes to-
wards treatment are essential in the initial study of the cli-
ent, if a logical method and plan of treatment are to be worked li 
i: out. Mothers' attitudes towards child rearing are crucial in ,, 
child rearing: what they have done in the past and what they 
do in the present have ramifications for the child's current 
level of adjustment. 
Bight children referred from the Seizure Unit of the 
II 
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' !Children's Medical Center in Boston, Massachusetts, to the Psy- t: 
! I 
1 chiatric Unit of the same hospital were studied, first, in 
terms of their mothers' feelings about the children's symptoms, 
how they felt about treatment for their children, and how they 
responded to the problem-solving work of the casework inter-
view. II Secondly, since mothers' attitudes towards child rearing li 
'· I; 
are significant in child guidance treatment, two areas of child 1 
!rearing were observed: 
I 
(1) toilet training, and (2) early feed-il 
I ing and weaning. 
1 Ultimately, this study seeks to answer two questions: 
there any relationship between mothers' attitudes towards treat-!! 
ment and their attitudes towards child rearing, with particular 
reference to mothers of epileptic children?" and "Are attitudes 
towards treatment and attitudes towards child rearing observed 
I in mothers of epileptic children with emotional problems speci-
l fie to epilepsy or specific to psychological disturbance in 
general?" 
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CHAPTER II 
HISTORY AND RELATED LITERATURE 
Background on the Problem of Epilepsy 
Epilepsy is numerically a very important disorder in the 
United States, equaling active tuberculosis and diabetes in the 
number of individuals afflicted. Dr. Lennox of the Seizure 
Unit at the Children's Medical Center notes that for each per-
son who has seizures in this country, there are about twenty 
who have a predisposition to the disorder. 1 
There has always been controversy regarding which, of the 
many factors contributory to epilepsy, is the most significant 
one: heredity, structural defects in the brain, physiological 
I 
disturbances, personality maladjustments, or environmental 
strains. The weighting of these factors today rests upon a 
!multi-causation theory, which seeks not a single cause but the 
I evaluation of the relative importance of each factor. Bridge 
sees epilepsy 
••• less as a disease in the literal sense than as a 
symptom consisting of sudden and recurrent lapses of 
consciousness often associated with convulsive move-
ments. The symptom results from a disturbance in the 
functional state of nerve cells within the brain, but 
the disturbance itself may be set in motion by a vari-
ety of diseases2and by different types of factors in the individual. 
H 
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!William G. Lennox. Science and Seizures, P• 21. il 
I! 2E. M. Bridge. Epilepsy and Convulsive Seizures in Children, 1: 
i PP• 9, 10. I; 
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Lennox states that epilepsy begins with a predisposition to the 
condition not unlike that found in diabetes, cancer, tubercu-
1 . . 3 R os1s, and h1gh blood pressure. esearchers, through the use 
of electroencephalograms, have found that a dysrhythmia of 
brain waves occurs in a large percentage of persons having pre-
dispositions to seizures and related conditions. This might be 
considered the "fundamental cause." However, in the population 
at large, only one in twenty persons with cerebral dysrhythmia 
has seizures, which suggests that other factors as well are im-
portant in the final configuration of the syndrome. 
Epilepsy most often begins in childhood. Only about 
twenty-nine per cent of epileptics have their first attack 
after the age of twenty. Lennox points out that there are two 
"danger periods" for the onset of epilepsy: (1) the first year 
or two of life, and (2) the period of adolescence. These are 
the years when epilepsy, if it is to occur, most frequently 
does, with about equal incidence in males and females. Causa-
tive factors and treatment of epilepsy are not significantly 
different in either the child or the adult, except that the 
earlier epilepsy occurs the more significance one can place on 
the presence of hereditary predispositions. 
While Lennox firmly believes that epilepsy is a physical 
disease4 and that emotional and unconscious factors are not as 
3Lennox, op. cit. 
4William G. Lennox. "Psychiatry, Psychology, and Seizures," 
American Journal of Orthopsychiatry, July, 1949, PP• 432-446. 
5 
significant as some authorities believe, he does believe that 
emotional factors may contribute to or precipitate seizures in 
the individual. Furthermore, he stresses the social and emo-
tional ramifications of seizures, both within the individual 
himself and those around him. Attitudes of shamed secrecy, 
anxiety, uncertainty, and fear may provide a corroding influ-
ence upon the epileptic child and those people closest to him. 
Psychological problems are a consequence rather than 
the cause of seizures, although a vicious circle is 
possible. In the main (problems) ••• are on a conscious 
level and can be aided by the understanding and sym-
pathetic physician and social worker. Difficulties 
are compounded when seizures are imposed on a person 
already7psychologically maladjusted or emotionally un-stable. 
The general lay public sees epilepsy as a disease of so-
cial stigma. ttEpilepsy is a worse stigma than the venereal 
diseases ••• nothing can be done.about it ••• therefore, we will 
8 
not admit its existence.n The epileptic has faced at best a 
miserable segregated life under these conditions. He has been 
barred from schools, from jobs, from finding a suitable mar-
riage partner, and from raising children. Within his own fam-
ily, he has been regarded as "stupid" or ttcrazy." 
5otto Fenichel, Louis A. Gottschalk. 
6william G. Lennox and Charles H. Markham. "The Socio-Psycho-
logical Treatment of Epilepsy," Journal of the American Medi-
cal Association, August, 1953. 
6 
I 
7William G. Lennox. 
~, 1954. 
"Epilepsy," reprint from Social Work Year- I 
8Randolph Leigh. "Epilepsy and Rehabilitation," Neuro-Psychi-
atry, Summer, 1951. 
5 
6 
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Community and family attitudes such as these may cripple 
the epileptic even more than his symptoms. Parental attitudes 
such as guilt, fear, and misunderstanding of the disorder may 
lead to mismanagement, overprotection, or even frequent punish-
ments of the epileptic child. Even if his seizures are under 
control, he will have a distorted personality with which to 
9 face the world. Similar attitudes within the community and 
the school may serve to inhibit this child's ability to live, 
work, and play within the normal range of his activities. 
We now know that many of the attitudes of the public and 
of the families of epileptics are unjustified by reality, and 
frequently have been the result of observations of the most 
severe examples of the disorder such as grand mal seizures and 
10 
psychomotor seizures. However, recent advances in medicine, 
in treatment and diagnostic facilities, and in research have 
shown that, with proper medical care, a high percentage of epi-
leptics may look forward to cessation of their symptoms for 
years, and, perhaps, for life. 11 
Casework Treatment 
Helen Perlman in Social Casework states that 
9Bridge, op. cit. 
10Ibid. 
11
"Services for Children with Epilepsy: A Guide for Public 
Health Personnel," PP• 15, 16. 
Whatever the nature of the client's problem or mal-
functioning and however it came about, any change de-
pends primarily upon what the client wants to1~o about it and what he can put into such doing. 
One of the primary goals in any diagnostic procedure is the 
assessment of the client's workability -his ability and re-
sources to engage in the problem-solving work with a case-
worker. Knowledge of the client's motivation for treatment 
and willingness to engage in change form the skeleton for an 
evolving diagnostic and treatment plan. Further, what is the 
13 
client's emotional capacity, his "social intelligence", and 
his physical capacity? If the social worker knows what the 
client's present motivations and adaptive abilities are, she 
can begin to work out with him an individualized concept of 
what goals can be reached. 
Parents may come to the clinic or agency with pre-con-
ceived ideas as to the meaning of their children's symptoms 
and the meaning of treatment. Any fears or anxieties are com-
municated to the child, and may affect his attitudes towards 
treatment with his therapist. The social worker must assess 
where in the mother's psychic economy the troblems of her child 
seem to fit and how she feels about bringing him for treatment. 
In a child guidance clinic, the mother's attitude towards 
treatment as well as her present functioning and present rela-
12 Helen Perlman. Social Casework, P• 180. 
13Ibid., Chapter 12. 
7 
tionship with the child are of crucial importance in outlining 
.. the treatment plan for the both of them. Likewise, her atti-
:tudes towards the child in the past and what she has done with 
,his problems in the past are significant. This information is 
:useful to the social worker for two reasons: first, in knowing 
what the early child rearing practices and mothers' attitudes 
towards them have been, she can hypothesize about the nature of 
·the early mother-child relationship and thereby gain some eti-
ological convictions as to the nature of the child's difficul-
,ties at present. Secondly, as she looks at the mother's current 
.motivation for treatment and her attitudes towards the child's 
'presently disturbing behavior, the social worker gains informa-
tion about the current mother-child relationship as well as how 
.both mother and child are likely to relate in the treatment 
situation. She can then begin to formulate goals and treatment 
methods. 
The child is brought to the clinic because he has psycho-
:logical problems. If he has a medical history of seizures as 
well, his problems are likely to be bound up in this history, if 
,not compounded by it. Casework treatment with the mother of an 
epileptic child, while similar to casework treatment in general, 
·presupposes some specific knowledge and specific tasks on the 
part of the social worker. Joan Pinanski, in her article "So-
cial Service and Seizures," feels that casework treatment of 
:;mothers of epileptic children involves four primary tasks: 
8 
1. Interpretation to parents and teachers about the 
nature of epilepsy, its causes and its treatment, 
2. Helping parents with their attitudes towards their 
epileptic children, 
3. Imparting knowledge of medical care, and 
4. Interpreting11o the community relevant aspects of the illness. 
She further notes that "while emotional tension and inactivity 
tend to increase the number of seizures, a full, happy life may 
actually decrease the frequency of spells." The social worker, 
therefore, has the task of helping the parents of epileptic 
children to see the illness in its more realistic light, as welll 
as working with the school and the community with problems of 
ignorance and fear. 
The Importance of the Family 
The importance of the family in providing an atmosphere in 
which the child may grow towards being a mature human being is 
well recognized in the field of psychology. At birth, the child 
is helpless and dependent upon his parents for the satisfaction 
of his every need. He needs to feel safe, to be cared for, to 
15 be loved, and to be given a chance to learn. He must learn to 
give up the breast or bottle in place of more mature drinking 
14Joan Pinanski. "Social Service and Seizures," Massachusetts 
General Hospital, February 2, 1946. 
15 Charlotte Towle. Common Human Needs, 1957. 
9 
from a cup; he must learn to eliminate at the proper time and 
in the proper place: he must learn to get along with others, 
to share with them and play with them, if he is to grow. 
Likewise, the importance of the mother in the early de-
velopment of the child is well recognized. She, the earliest 
nurturing adult, is responsible for the socialization of the 
child - his feeding habits, his eliminative habits, and the way 
in which he relates to others. What is most important in the 
early relationship between mother and child is not what method 
she uses in accomplishing her purposes of socialization, but 
16 
her attitudes towards both them and the child. The way in 
which the mother holds the baby when she feeds him, or whether 
she holds him or not; the way in which she urges him to make 
the transition from the breast to the cup; the way in which she 
teaches him to control his eliminative needs and her feelings 
about these things all have ramifications upon the developing 
child and his concept of what he is like, as well as what the 
world is like. The mother's attitudes towards the child are 
17 
interlocked with the way in which she relates to him. 
The epileptic child is, first of all, a child. He has the 
same needs to be loved and cared for as do all other children. 
He will have to face all the normal growth crises that any 
16o. Spurgeon English and Gerald H. Pearson. Emotional Problems 
of Living, New York, 1945. 
17Benjamin Spock. Baby and Child Care, pocket edition, New 
York, 1958. 
10 
other child will have to face. But superimposed upon these 
normal steps in growth, the epileptic child will have to cope 
with something which is mysterious and fearful to him the 
epileptic seizure. Whether it be the momentary "blanking out" 
of the petit mal seizure or the full-fledged convulsions of 
the grand mal seizure, he will have to learn to understand and 
deal with these symptoms. 
"In epilepsy, more than most diseases, the unit of treat-
18 
ment is the family." Unfortunately, the emotions aroused by 
epilepsy or epileptic seizures are not confined to the person 
who has them, and are communicated to the family and close 
friends. People are apt to be less sympathetic to epilepsy 
than to other disorders and may add dislike, fear, and rejec-
tion to the already large emotional burden of the epileptic. 
The attitudes which the parents of a seizure child have towards 
1 him and his symptoms, the goals they have for him, and the 
methods by which they intend to reach these goals are crucially 
important in determining whether or not he will reach adulthood j 
in a healthy manner. 
Study at the Children's Medical Center 
In 1954, a team of researchers from the Psychiatric Unit 
at the Children's Medical Center in Boston, Massachusetts, con-
18William G. Lennox. '~e Social and Emotional Problems of the 
.Epileptic Child and His Family," The Journal of Pediatrics, 
(reprint) May, 1954. 
11 
19 ducted a study in cooperation with the Seizure Unit of the 
same hospital and the Judge Baker Guidance Center. They stud-
ied the personality structures, the family constellations, and 
the clinical pictures of children With ideopathic epilepsy. 
Findings in the study, taken largely from treatment material, 
included some etiological findings on early child-parent rela-
tionships as well as some information as to how both the chil-
dren and their parents related to the treatment situation. 
Mothers in this study evidenced a strong conscious wish to 
get help for their children. Further, 
••• although all came to us for help with some problem 
other than the seizures, they really wished that treat-
ment would help the seizures themselves.20 
Many of these mothers, however, did not have any strong con-
victions that treatment would help, and began treatment with 
a good deal of reservation. 
Although these mothers came more faithfully to appoint-
ments than most clinic patients, they showed much mistrust of 
the social worker and more than the usual fear of criticism. 
Some mothers were compliant while others were extremely con-
trolling in the interview situation. Many of them consciously 
withheld information about the family and family problems which 
would not otherwise have been gotten if fathers had not been 
19ttpsychological Studies of Children with Epilepsy," 1954. 
20.!£!9.•' P• 20. 
12 
13 
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These mothers tended to view their children as being stu-
pid or crazy. Often a good deal of pressure was put on the 
children for good school performance because poor achievement 
was associated with craziness. Many mothers had a strong idea 
that their children would die, especially in those with major 
seizures, and therefore reinforced their own sense of guilt or 
death wishes for the child· Seizures seemed to "mobilize fears 
21 
of stupidity, craziness, or uncontrolled aggression and death." 
Both mothers and fathers often tried to deny the existence 
of seizures at their onset, and would use special terms for de-
scribing them to their children and others. In another study 
22 
done at the Seizure Unit of the Children's Medical Center it 
was found that none of the parents used the word "epilepsy" in 
discussing the illness with their children. Words used to de-
scribe the illness included, "convulsions," "blackouts,n 
"stares," "twitches," "stomach aches," and "funny or bad feel-
ings." 
Attitudes of such denial and fear on the part of the par-
ents are communicated to the children in many ways, both ver-
bal and non-verbal, and may have far-reaching effects upon how 
the epileptic child develops and what he thinks of himself. 
It was noted in this study that children frequently used denial 
21Ibid., P• 8. 
22susan Masters. "A Study of Family Communication About Epi-
lepsy in Children," unpublished Master's thesis. 
I 
I 
I 
I 
of either reality or affect as a defense. 
Etiological findings on the child rearing practices of 
these mothers gave a sorry picture of these children's early 
home experiences. Among them were included: 
1. Early nurturance - We have considerable evidence in 
our ten treatment cases that during the first year 
of the child's life most of the mothers had depres-
sive feelings and thoughts which greatly interfered 
with the child's nurturance ••• 
2. Motor restriction - We have the impression that in 
most of these cases, the child's early motor activ-
ity was restricted ••• 
3. Toilet training - Most of these mothers toilet-
trained their children early, starting at six months 
or less. 
4. Separation - Although in four cases there were 
actual separations from the mother during the first 
few years of life, the depression and emotional with-
drawal of the mother seems more significant in the 
whole group. 
5. Methods of control and punishment - The problem of 
control over the child, especially control of the 
child's aggression, seems to be a major preoccupa-
tion of these mothers. Many of them resort to physi-
cal punishment such as slapping, using straps and 
rulers ••• While mothers express fears that the child 
may be either crazy or stupid, the fear about the 
child's behavior seems to be mostly that it will be 
uncontrolled aggression and thus reveal his crazi-
ness. Positive encouragement an~3rewards are not used very much by these mothers. 
The mothers in this study generally evidenced a strong 
conscious wish for treatment for their children, a good many 
fears about their children's seizures and what these seizures 
23
"Psychological Studies of Children with Epilepsy," op. cit., 
PP• 13, 14. 
14 
meant to them, but did not have any strong convictions as to 
whether treatment would help. Their child rearing practices 
and early attitudes towards the children seemed likewise dis-
turbed, and gave an over-all picture of lack of warmth, denial, 
and restriction. 
These children were referred for psychiatric evaluation 
because they showed problems of a disturbed psychological na-
ture in addition to their seizures. In an intensive study of 
a small sample such as this, in which it is observed that 
·' mothers of children with seizures show varying degrees of dis-
turbance in both early and later configurations of the mother-
child relationship as well as varying attitudes towards treat-
ment, the question arises as to whether these patterns are 
typical only of mothers of epileptic children or whether they 
have relevance to the general clinic population in a child 
guidance clinic. This poses a second research question for the 
present study: Are attitudes towards child rearing and atti-
tudes towards treatment observed in mothers of disturbed epi-
leptic children specific to epilepsy or specific to psycho-
logical disturbance in general? 
In summary, the purpose of this study is to examine the 
attitudes towards child rearing and the attitudes towards treat-
ment of mothers of disturbed epileptic child.ren. Epilepsy is 
an important disorder in terms of the numbers of people 
afflicted by it. Beginning most often in childhood, this syn-
15 
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drome consisting of "sudden and recurrent lapses of conscious-
ness often associated with convulsive movements" has many so-
cial and emotional repercussions for the epileptic individual. 
Attitudes of family and community such as shame and secrecy 
may provide a corroding influence upon the developing child 
and add to his emotional burden in such a way as to interfere 
with healthy growth. 
In treatment, assessment of motivation and attitudes to-
wards treatment are essential in the initial study of the cli-
ent, if a logical method and plan of treatment are to be 
worked out with the social worker. Mothers' attitudes towards 
child rearing are crucial in child rearing: what she did in 
the past and what she does in the present have ramifications 
for the child's current level of adjustment. 
Epilepsy presents specific problems for the child with the 
illness and those around him. A study done at Children's Medi-
cal Center in 1954 showed that mothers of seizure children had 
a strong conscious wish for treatment for their children, and 
many fears that their children were stupid, crazy, or might 
die. Denial was a frequent defense for both parents and chil-
dren. Early child rearing practices showed lack of nurturance, 
motor restriction, early toilet training, and generally harsh 
methods of control and punishment. 
16 
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CHAPrER III 
METHODOLOGY 
Purpose 
The purpose of this study is to examine the attitudes to-
wards treatment and the attitudes towards toilet training and 
weaning of a group of mothers whose children have a medical 
diagnosis of epilepsy as well as enough disturbing psychologi-
cal symptomatology to bring them to a child guidance clinic, 
with two questions in mind: (1) Is there any relationship be-
tween mothers' attitudes towards treatment and their attitudes 
towards child rearing? and (2) Are the attitudes towards treat-
ment and towards child rearing observed in mothers of disturbed 
epileptic children specific to epilepsy or specific to psycho-
logical disturbance in general? 
Method 
The method of study is by comparison of the attitudes to-
wards treatment and the attitudes towards child rearing within 
two groups: a group of eight families having an epileptic 
child with an emotional disturbance and a group of eight fami-
lies having a non-epileptic child. with an emotional disturb-
ance. 
Sample 
Cases were selected from clinic files at the Psychiatric 
-17-
Unit of the Children's Medical Center in Boston, Massachusetts. 
All cases, both open and closed, which had diagnostic studies 
in a fairly complete form were considered suitable. 
Seizure cases had been referred from the Seizure Unit of 
Children's Medical Center for psychiatric evaluation, and had 
an established diagnosis of epilepsy before diagnostic pro-
cedures at the Psychiatric Unit were begun. Any children be-
tween the ages of 7 and 12 years at the time of diagnostics, 
with average intelligence and no known brain damage, were con-
sidered adequate for the study. The comparison group, chosen 
from the general clinic population, was matched according to 
age, sex, and intelligence with the seizure cases, and an 
attempt was made to find as wide a variety of psychological 
symptomatology as possible. The final sample totaled sixteen 
cases, eight disturbed children with epilepsy and eight dis-
turbed children without epilepsy, and divided equally as to sex 
in each group. 
Data Collection 
Data was collected according to a pre-arranged schedule 
(see Appendix A) from the diagnostic interviews and diagnostic 
summaries of each case. Where information was not available 
from these sources, either the entire record was utilized or 
those diagnostic social workers still remaining at the clinic 
were interviewed. 
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Setting1 
Prior to 1953, psychiatric services at the Children's 
Medical Center were conducted only on a consultation basis by 
Dr. Lydia Dawes in the Department of Neurology. She was suc-
ceeded by Dr. Dane Prugh who, then, headed a Division of Psy-
chiatry of the Department of Medicine at the hospital. In 
1953, increasing demands for psychiatric services led to the 
establishment of the Psychiatric Unit within the hospital, on 
an equal footing with all other major departments. Dr. George 
B. Gardner, director of the Judge Baker Guidance Center, under-
took the leadership of this newly-formed department, and within 
the same year the Judge Baker Guidance Center became an affili-
ate of the Children's Medical Center. 
The Psychiatric Unit is a child guidance clinic, and in-
cludes psychiatrists, psychologists, and social workers on its 
staff. Along with the Judge Baker Guidance Center, it is also 
a teaching center, providing training for psychiatric resi-
dents, psychology interns, and. student social workers. Refer-
rals to the clinic come from within the hospital, mainly from 
social workers, physicians, and psychiatric consultants from 
other clinics. A child must have a medical record from the 
Children's Medical Center if he is to be considered for treat-
ment at the Psychiatric Unit. If emotional problems are sus-
!Material on early history taken from Sylvia M. Weisz. "A 
Study of Relationships in Families of Children With Tic Syn-
drome." Unpublished Master's thesis, 1957. 
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pected, the child is first seen in psychiatric consultation, 
and then placed on the waiting list. Psychological tests are 
sometimes given at this time. 
Once he has been accepted for treatment, the child and his 
parents are interviewed from three to five times for purposes 
of diagnostic study. At the end of this period, both parents 
are seen in conference with the social worker and the child's 
therapist to decide if they wish to continue treatment. Treat-
.. ment is begun immediately afterwards, if all agree this is to 
be the procedure, or referrals to other clinics or agencies are 
made at this time. 
Generally, a social worker interviews the mother of the 
child at the same time the child is being seen by the therapist. 
Whenever possible, the father is also interviewed, either by the 
diagnostic social worker or by the therapist in charge of the 
case. Psychological tests, including Rorschach, TAT, and WISC 
are given routinely, unless circumstances warrant either an ex-
tension of or reduction of these tests. 
Limitations 
Limitations of this study are imposed by the size of the 
sample, which includes eight children in each group, with a to-
tal of sixteen cases. A study of this size will have only a 
limited generality to the problems in question here. 
Further limitations lie in the method of obtaining data, 
,since there were many omissions in the recording. Clinic rec-
20 
ords are not designed for research purposes, and therefore limit 
the amount of material to be gained from them. Any further 
studies of this nature might be conducted more extensively 
through focused interviews with the parents. 
Finally, the author realizes that studies of this nature 
·are primarily of a descriptive nature, and cannot arrive at any 
:definitive answers to the questions asked, although they can 
point the way to larger and more extensive research. Since one 
at times must make a professional judgement on data which is not 
:entirely clear and for which there is no objective measure, the 
evidence presented is more descriptive than conclusive. It is 
hoped, however, that such judgements have been kept to a minimum 
in this paper. 
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CHAPT.BR IV 
ANALYSIS OF DATA 
Background Characteristics 
In the total sample of sixteen cases, the mothers were 
found to be predominantly of the Catholic faith, ranging in age 
from 30-39, and having a family income of from $51-100 per 
week. Most of these mothers were not currently working, al-
though some were holding part-time jobs in addition to caring 
for their children. Educational levels of both parents varied 
widely, some parents not completing high school, while others 
held a Master's degree at the graduate level. Occupations and 
income of the fathers ranged from low-paying, infrequent jobs 
yielding $50 a week or less, to ,.white-collar" and professional 
occupations paying them over $100 a week. All of these fami-
lies were white, with the exception of one negro family in the 
non-seizure group. 
SEIZURE GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 16) 
TABLE 1 
AGE OF MOTHERS 
20-29 
1 
0 
1 
-22-
30-39 
6 
6 
12 
40-49 
1 
2 
3 
The seizure group resembled the total sample more completely 
in that 7 mothers were Catholic, and one was Jewish.(Table 2). 
Six mothers in the seizure group were from ages 30-39, one was 
age 40-49, and one was age 20-29. (Table 1). Pour families in 
this group had an income ranging from $51-100 per week, one 
earned $101-150 per week, one earned more than $200 per week, 
and one earned $50 and under per week. (Table 3). 
TABLE 2 
RELIGION OF MOTiffiRS 
Catholic Protestant Jewish 
S.BIZURB GROUP 
NON-S.BIZURB 
GROUP 
(TOTAL: 16) 
7 
4 
11 
0 
2 
2 
1 
2 
3 
In the non-seizure group, four mothers were Catholic, two 
mothers were Protestant, and two were Jewish. Six of these 
mothers ranged in age from 30-39, and two from 40-49. Four 
families had an income of $51-100 per week, two from $101-150 
per week, one earned $50 and under, and one was receiving ADC 
and Social Security payments. 
Work status of mothers: (Table 4) 
In the seizure group, six mothers were currently not work-
ing, and two mothers were doing part-time work. Of these six 
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TABLE 3 
FAMILY INCOME 
$50 and 
under 
$51-
100 
$101-
150 
$151-
200 
$201 
or more 
I 
II I! 
li 
II 
11 
:i II SEIZURE 
I! GROUP 0 
1 
1 
1 
4 
4 
1 
2 
0 
0 
1 
0 
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li 
li I 
NON-SEIZURE 
GROUP 
(TOTAL: 15) 1 2 8 3 0 1 
mothers who were not working, only one had worked before her 
marriage. In the non-seizure group, five mothers were cur-
rently not working, and three mothers held part-time jobs. 
ti 
li 
I 
I 
:I 
Ji 
Of II 
the five mothers who were not working in this group, three of I! 
II 
In this comparison, them had held jobs before their marriage. 
therefore, it is apparent that the non-seizure mothers were 
somewhat more oriented towards work than the seizure mothers. 
SEIZURE 
GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 20) 
TABLE 4 
WORK STATUS OF MOTHERS 
Currently 
not working 
6 
5 
11 
Currently 
working 
2 
3 
5 
Have 
worked 
1 
3 
4 
I 
I 
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In the seizure group, two mothers did not complete high 
school, two mothers completed high school only, two mothers 
received some professional training (nursing and secretarial 
school), and there was no information on two mothers. In the 
non-seizure group, one mother did not complete high school, 
four completed high school only, two mothers had some college 
experience but did not finish, and one mother completed col-
I! l; 
II 
I! 
II 
ii 
I 
jl 
I! 
li 
,I lj I il II 
lege, receiving a B.A. degree. II There were no significant dif- ,j 
II I 
I 
!I 
ferences between the two groups. 
Although fathers do not play a large part in this study, 
,I 
11 their occupations and educational levels help to give a more 
I 
! 
rounded picture of the two groups. For this reason the fol-
II 
II 
II 
!I 
lowing data is included: 
Fathers' occupations: 
In the seizure group, two fathers were in business for 
1j themselves, two had "white-collar'' jobs (salesman and office 
II 
II II 
!I 
li 
li I 
worker), and four had semi-skilled jobs (carpenter, painter, 
mechanic, etc.). In the non-seizure group, one father was a 
! ~
:1 junior high school teacher, and one was a social group worker li 
i' 
II 
II 
with one year of professional training. Two fathers were 
"white-collartt workers (clerk and sales supervisor), two 
li 
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II 
li 
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II 
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I r fathers were foremen in shops, and two fathers had low-paying 11 
ll 
or infrequent jobs. The fathers in the non-seizure group 
showed a wider range of occupations than did the seizure 
fathers. 
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Educational level of the fathers: 
In the seizure group, two fathers did not complete high 
school, one father completed only high school, three fathers 
had some college experience but did not finish, and there was 
no information for two fathers. In the non-seizure group, one 
father did not complete high school, three fathers completed 
high school only, one father held a B.A. from college, one had 
an M.A. from a graduate school in music, and one father had 
one year of graduate school in social work. There was no in-
formation on only one non-seizure father. The fathers in the 
non-seizure group showed a higher educational level than did 
the fathers in the seizure group. 
In summary, the two groups were quite similar with re-
spect to background characteristics. However, mothers in the 
seizure group resembled the total group more completely with 
regard to age, religion, and income than did those in the non-
seizure group, which tended to be spread more widely within 
each category. The seizure mothers were less oriented toward 
work than the non-seizure mothers, in that fewer of them were 
currently working or had worked in the past. There were no 
significant differences between the educational levels of the 
mothers in the two groups. 
The fathers in the seizure group showed a narrower range 
of occupations than did the ones in the non-seizure group, 
tending to group themselves in the semi-skilled jobs. Simi-
larly, the fathers in the seizure group showed a lower level 
il of education than did the non-seizure fathers. Both groups of Jj j! ,: 
:: fathers generally had a higher level of education than did IJ 
II li 
1: their wives. li 
'I I 
'I' I 
il 
The children in both groups showed a wide variety of pre-
il senting symptomatology (see Appendix B), but were evenly di-l! ,, 
ii vided as regards their age and sex. 
1: 
Seizures were never pre-
I li !! 
li 
li q 
sented as a problem in the seizure group, but it is reasonable i 
!I p 
ii to assume that concern with ·seizures lay behind the presenting .I 
1
1 problems in each case. Ji I, II 
ii 1':.'. !! 
II Mothers' Attitudes towards Treatment 
I, 
p !i Mothers' attitudes towards treatment were approached by a 1 
ii II !j series of questions: (1) How anxious is the mother for treat- ·~~ 
il ment for her child? (2) Does she blame herself for her child's! 
ii II 
!I problems or blame others? (3) Who does the (problem-solving) II 
jj work in the casework interview? (4) What is the mother's feel-!: 
li ing about the child's symptoms? (5) What is tbe mother's feel-11 
il ii 
11 ing about the changeability of her child's symptoms? li 
:: I' 
il Originally, each one of these questions was divided into li 
il 1'1 !i 
!I five categories, according to a scale. These were later con- jl 
I! densed into three categories, for purposes of making discussionjl 
II II 
!I easier. However, where results would have been distorted, the 11 
li .,.1,' I: original five categories were kept, as in question 4. 
il 1
1 
II j! il How anxious mothers were for treatment for their children li 
II II ji were originally rated according to these steps: (1) Very Ji 
I anxious (2) Anxious (3) Ambivalent (4) Not very anxious, an1i 
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(5) Not Anxious. The data permitted condensing into the fol-
lowing three categories: 
1. Mothers who wanted their children in treatment very 
much were considered Anxious. One mother placed in 
this category called the worker three times before 
she had a chance to get oriented to calling or con-
tacting the mother; another mother in this category 
said she "would do anything to help her child," and 
others showed their eagerness for treatment in many 
verbal and non-verbal ways. 
2. Mothers who were neither anxious nor negative with 
regard to wanting treatment for their children were 
considered Ambivalent. These mothers often had an 
ambivalent att1tude towards the diagnostic pro-
cedures and did not know if they wanted to bring 
their children for treatment or not. Many of them 
had a watchful, "wait and see" attitude, and in vari-
ous ways showed their ambivalence. 
3. Mothers who were considered Not Anxious for treat-
ment came only sporadically to the diagnostic pro-
cedures, and usually decided against treatment at 
the end. 
TABLE 5 
HOW ANXIOUS MOTHERS ARE FOR TREATMENT 
SEIZURE 
GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 16) 
FOR THEIR CHILDREN 
Anxious Ambivalent 
4 3 
7 1 
11 4 
Not Anxious 
1 
0 
1 
In the seizure group, four of the mothers were anxious 
for treatment for their children, three were ambivalent about 
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II jl treatment, and one did not want treatment at all. 
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In the non-
" H ,. seizure group, seven of the mothers wanted treatment for their 
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children, and one was ambivalent. None of the non-seizure 
mothers felt that they did not want treatment at all. 
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The group as a whole felt they wanted treatment for their 1: 
I! !i children very much. Mothers in the seizure group, however, 
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were notably more ambivalent than those in the non-seizure 
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11 group. 
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How mothers feel about the blame for their children's 
symptoms was divided into two categories. Mothers who tended 
to deny the presence of the symptom, to blame themselves to-
ii !i tally for the symptom, or to blame themselves more than they 
!I 
!I blamed others for the symptoms were put in the Blames Self 
' i 
I 'II 
.I 
I! category. Mothers who tended to blame their husbands, schools,; i' 
I' !l p 
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TABLE 6 
HOW MOTHERS FEEL ABOUT BLAME FOR SYMPTOM 
SEIZURE GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 16) 
Blames Self 
4 
5 
9 
Blames Others 
4 
3 
7 
i 
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:1 and other sources for the children's problems, or to blame 
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others more than they blamed themselves were placed in the 
Blames Others category. Most of these mothers exhibited some 
of both, but the most predominant tendency was taken as cri-
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'' teria. 1j 
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Differences between the two groups in answer to the ques- 11 
ll tion nooes the mother blame herself or blame others for the 
" child's problems?" were not great, although mothers in the non- II 
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i seizure group tended slightly to blame themselves more than did 
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mothers in the seizure group. 
In answer to the question ''Who does the (problem-solving) 
work in the casework interview?", mothers were rated according 
to their activity or passivity with the worker in the diag-
nostic interviews. Most of these mothers came to the diag-
nostic interviews relatively "unsophisticated" in relation to 
psychological treatment, with the exception of one mother in 
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the seizure group (rated as Active) and two mothers in the non-1 
i 
seizure group (both rated as Both) who had been in casework 
treatment before, these mothers were new to the idea of child 
guidance treatment. 
Mothers rated as Passive put most of the responsibility 
for solving the child's problems on the clinic and on the 
worker, expecting that they would bring the child for treat-
ment and take any advice given, but would not participate in 
the problem-solving themselves. Mothers rated as Both were 
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TABLE 7 
MOTHERS' ATTITUDES TOWARDS THE PROBLEM-SOLVING 
WORK IN THE CASEWORK SITUATION 
SEIZURE 
GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 16) 
Passive 
4 
4 
8 
Both Active 
2 2 
2 2 
4 4 
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the problem-solving work with the social worker. Mothers 
rated as Active tended to fill up the interviews with irrele-
vant material and were competitive and hostile towards the 
clinic and the worker. 
The mothers in both groups tended to be passive in their 
relationships to the workers in the interview situation, ex-
pecting the clinic to do all the problem-solving work if only 
they brought the child and took advice. 
i 
I 
:I 
I 
Mothers who had no anxiety about their children's symptoms! 
and who appeared to completely accept them were rated Com- l1 
- ~~ 
pletely Tolerable. Mothers who almost completely accepted the 
11
1 
child's symptoms were rated as Somewhat Tolerable. Mothers , 
I 
I 
rated as feeling Ambivalent about their children's symptoms 
showed some anxiety about the symptoms but were not over-
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II but not excessively so. Finally, mothers who felt their chil- ~~ 
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In neither of the two groups did mothers find their chil- \ 
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:, dren' s symptoms either completely tolerable or even somewhat 
H B p 
'I ,, 
:I 
I! 
tolerable. Mothers who felt this way about their children's 
symptomatology would have little motivation to seek help for 
li 
11 their children, and consequently would not appear at a child 
I! 
:I ,. guidance clinic. However, mothers in the seizure group found 
their children's symptomatology much more disturbing to them 
II than did mothers of non-seizure children, although seizures 
were not presented as a problem at the referral. 
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Mothers' feelings about changeability of symptoms was 
used as an index of whether or not they felt treatment would 
help their children. Those mothers who felt that their chil-
dren's symptoms were changeable and that treatment would help 
were rated as Changeable. Mothers who were rated as Ambi-
valent did not know whether their children's symptoms were 
changeable or whether or not treatment would help. Mothers 
rated as feeling that symptoms were Unchangeable felt hopeless, 
did not know whether treatment would help, but "were willing 
to try anything." 
TABLE 9 
MOTHERS' FEELINGS ABOUT CHANGEABILITY OF SYMPTOMS 
SEIZURE GROUP 
NON-SEIZURE 
GROUP 
(TOTAL: 16) 
Changeable Ambivalent Unchangeable 
1 
3 
4 
4 
1 
5 
3 
4 
7 
The mothers in the seizure group tended to feel more am-
bivalent about their children's symptoms and did not know 
whether or not treatment would help. Mothers in the seizure 
group also tended to feel more hopeless about the symptoms of 
their children, as three of these mothers felt their children's 
symptoms were hopeless, and only one felt that they were not 
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hopeless and that treatment might help. 
In summary, the group as a whole wanted treatment for 
their children very much. However, mothers in the seizure 
group were considerably more ambivalent about whether they 
wanted treatment for their children or not, and one mother even 
decided that she did not want treatment at all. In view of the 
findings in the study at Children's Medical Center with regard 
to the tendency of parents of seizure children to deny that 
there is any problem at all, (see Chapter I), this is not sur-
prising. 
Mothers in both groups showed equal tendencies to blame 
themselves for the child's symptoms and to blame others. Simi-
larly, mothers in both groups tended to be passive in their 
participation in the problem-solving work with the social 
worker. Most of them expected the clinic to solve the child's 
problems if they only brought them and took some advice. 
None of the mothers found their chi~dren's symptoms com-
pletely tolerable, but showed varying degrees of anxiety about 
them. Mothers in the seizure group found their children's pre-
senting problems much more disturbing to them than did mothers 
of non-seizure children, which points to the fact that behind 
the presenting problem lay the fears and ignorance inherent 
in the problems of the seizures themselves. 
With regard to the question as to whether treatment would 
help, i.e. whether or not the mothers felt their children's 
34 
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symptoms were changeable, mothers in the seizure group tended 
to feel more ambivalent in their conviction as to whether or 
not treatment would help. They also tended to feel more that 
the symptoms were unchangeable and hopeless, as only one of 
these mothers felt positively that treatment would help her 
child. 
Comparison of Mothers' Attitudes towards Treatment 
Each question discussed under Mothers' Attitudes towards 
Treatment was examined in terms of its relationship to other 
questions. In the following discussion the small number of 
cases made definitive relationships untenable, but certain 
patterns did appear which are of interest to this study. 
In both groups, a relationship between mothers' anxious-
ness for treatment and mothers' tolerance of children's symp-
toms was found. Mothers who found their children's symptoms 
intolerable were also quite anxious for treatment, in both 
groups. However, mothers of seizure children, while they 
found their children's symptoms predominantly intolerable, also 
varied in their anxiousness for treatment, three out of eight 
of them feeling ambivalent (didn't know whether they wanted it 
or not) about treatment. We can hypothesize about reasons for 
this finding: (1) that the amount of fear and hopelessness 
observed in mothers of seizure children with regard to their 
seizures might lead them to doubt whether anything could help, 
and (2) that the mothers of seizure children may have had a 
I' 
more than usual distrust of the treatment situation and what 
it might involve. The study at Children's Medical Center noted 
that while the mothers in their sample showed a strong con-
scious wish for treatment, they had more distrust and more than 
the usual fear of criticism in the casework situation. 
In both groups, mothers tended to feel that the children's 
symptoms were intolerable, but varied in their judgements of 
the changeability of the symptoms. As has been noted before, 
mothers of seizure children were both more ambivalent about 
changeability (whether treatment would alter symptoms or not) 
of symptoms and more hopeless about changeability (not knowing 
if treatment would help) about their children's symptoms, 
while at the same time they .felt that the children's symptoms 
were quite intolerable to them. 
The question as to degree of involvement in the problem-
solving work (Who does the work in the casework situation?) 
and its relationship to how tolerable the children's symptoms 
were to the mothers, showed that while most mothers in both 
groups felt the symptoms were intolerable, they varied in their 
participation in the problem-solving work with the social 
worker. 
With regard to involvement in the problem-solving work as 
related to changeability of the child's symptoms, there was 
again much variation, but the two groups tended to feel either 
of two ways: (1) either they saw the children's symptoms as 
changeable and were predominantly active in the interview, or 
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(2) they felt their children's symptoms were unchangeable, and 
were predominantly passive in the interview. Mothers who 
thought the symptoms were changeable were more active in the 
interview situation, although the quality of their activity 
was predominantly hostile and controlling. Mothers who thought 
that their children's symptoms were unchangeable were corre-
spondingly passive, but "willing to try anything." 
Mothers' Attitudes towards Child Rearing 
1. Breast feeding versus Bottle feeding 
In the seizure group, five mothers bottle-fed their babies 
from the beginning. Two mothers breast-fed their babies, one 
for only three or four days, and the other until the child was 
fourteen months old. Both reported that they had no more milk 
at cessation of breast feeding. One mother could give no in-
formation about the early method of feeding, as she could not 
remember for this particular child· 
In the non-seizure group, three mothers bottle-fed their 
babies from the beginning. One of these three fed the child 
"with difficulty," forcing him to eat when he refused. Four 
mothers breast-fed their babies from the beginning, for vary-
ing periods of time. One mother gave no information about 
early method of feeding, as she was "suspicious about questions 
relating to the past and was concerned only with immediate 
problems." 
More mothers of seizure children, therefore, tended to 
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bottle-feed their babies from the beginning than did mothers 
of non-seizure children. 
2. Weaning 
Information about time of weaning and attitudes towards 
weaning was found to be very incomplete in the diagnostic in-
terviews used for this study. Workers often found that other 
material was more pressing in each individual case and did not 
find it necessary to get specifics around early child-rearing 
practices. Those diagnostic workers who were still at the 
clinic were interviewed separately in hopes of obtaining more 
complete information, but it w.as found that they generally had 
gotten no more information about specific times and methods of 
child-rearing practices than in the diagnostic interviews. Al-
though this is to the detriment of the present study, this lack 
of information perhaps points more clearly to the importance of 
the diagnostic interviews in obtaining pertinent information 
about early history. Seldom was the worker able to get early 
developmental history in such a delineated form again, unless 
the casework issues at the time revolved around that particular 
point. 
The most complete information available about time of 
weaning was that of completion of weaning, as this seemed to be 
the most significant time to the diagnostic workers. By com-
pletion of weaning, it is assumed that most workers meant that 
the child had completed being weaned from the breast or bottle 
to a cup. 
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In the seizure group, six mothers out of seven had com-
pleted weaning by the time the child had reached the age of 
15.9 months. Five mothers out of six in the non-seizure group 
had completed weaning by that time. This is quite similar to 
the findings of Sears, Maccoby, and Levin, 1 who noted that the 
largest percentage (36%) of mothers in their sample reporting 
having completed weaning by the time the child was age 15.9 
months. 
TABLE 10 
CCNPLETION OP WEANING 
Age, in months Seizure Group Non-seizure 
5-7.9 2 1 
8-10.9 2 1 
11-15.9 2 3 
16-23.9 1 0 
24 or more 0 1 
(TOTAL: 13) 7 6 
Group 
It is significant that while two mothers of seizure chil-
dren had completed weaning by age 7.9 months, only one mother 
in the non-seizure group had completed weaning the child by 
that time. Similarly, two mothers of seizure children had 
1sears, Maccoby, and Levin. Patterns of Child-Rearing, P• 81. 
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completed weaning by age 10.9, while only one mother in the 
non-seizure group had completed weaning by then. Mothers of 
seizure children, therefore, tended to complete weaning earlier 
than mothers of non-seizure children. 
Information as to method of weaning and mothers' attitudes 
towards weaning was not readily available, either in the case 
records or in interviews with the workers. Reasons for the 
omission of these facts in the diagnostic study seemed to lie 
in two explanations: either the mother could not remember 
specific details of early history, or the worker failed to ask 
more specific questions about these things if other matters 
were more pressing during the initial contacts. The following 
anecdotal material, however, gives a general picture of methods 
of and attitudes towards weaning. 
SEIZURE GROUP: 
A. Mother was unsure about times weaning was completed, as at 
two different times she said child was weaned at 6 months 
from the bottle, and another time, thought it was perhaps 
7t-8 months. She told worker that she ttintroduced the cup 
gradually., and the child didn't seem to object." 
B. Child was weaned abruptly at the age of 12-14 months. 
Mother took the bottle away from her because she was tired 
of hearing her bang it in the crib. 
c. Mother said child was weaned to a cup at the age of 6 
months. Weaning was the doctor's suggestion. Child made 
no fuss about losing the bottle. 
D. Mother says weaning was completed by age 15 months. There 
is no further information., except that worker noted that 
this mother seemed to want to talk about child's brother, as 
there "was no guilt involved in him." 
E. Mother said child was weaned by the age of 9 months., when he 
refused the bottle and took cup himself. Worker says that 
mother was extremely anxious during early years of child's 
life, as home circumstances were quite difficult, many 
other people (in-laws) were present. 
F. Child was weaned when he had almost reached 2 years of age. 
Weaning was done at suggestion of pediatrician, and "caused 
no difficulty." 
G. Mother was very ill after birth of child so that MGM took 
much of the care of child. Mother thinks weaning was in 
connection with child's having trench mouth, about age 10-
llt months. He gave up the bottle then for a month or two, 
and took it back again upon birth of sibling, when he was 
12 months old. Child continued to have bottle until age 
2.6 years, sucked nipple until almost 3 years, and "would 
continue to suck on and off when he could get one," until 
later. Child still sucks nipple at night. 
H. No information for this child. Mother said she couldn't re-
member anything for this child, while she could remember 
for other children. 
NON-SEIZURE GROUP: 
A. Mother said child began to drink from a cup at the age of 
15 months, but is not sure. Mother said child was taken off 
bottle without mother's knowledge or permission by mother-
in-law. Mother feels it was done too early. Worker noted 
that this mother was depressed. 
B. Mother said weaning was begun, trying cup with child, around 
8-10 months, completed at one year. Said she did it gradu-
ally, but child was a small eater, never liked baby food. 
c. Mother consulted closely with pediatrician, but no informa-
tion about weaning, as worker said mother was "suspicious 
about questions relating to past and concerned only with 
immediate problems." Worker said mother very much alone 
with child during infancy, no close women friends or rela-
tives. 
D. No information on weaning. Worker said that mother, how-
ever, was very withholding regarding food. 
E. Weaning was completed abruptly when child was over 2 years 
old. Mother put child to bed three nights in a row without 
a bottle and offering no substitute. 
' F. Very little information. Mother reported "gradual weaning." 
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G • .Mother says child was weaned at 8 months. nReadily gave up 
bottle." 
I· 
L 
ii 
i! 42 I· 
:! 
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)i ,, 
H. Child weaned to a cup at 6 months. Full diet from there on. !! 
.Mfot~er had a grea~ defal ofhresentment about thi!Tchild,.re- li 
us1ng to nurse h1m rom t e day he was born. nated h1m ,, 
from birth." i; 
General impressions from this material are that seldom was 
ing accomplished easily or permissively with any of these chil-
·' li dren. The mothers tended to be anxious about giving informa- l: 
if 
tion on weaning, or to dismiss the issue by saying "it was done li 
,. 
!: 
!i gradually." Both groups seem remarkably similar in this re-
spect. 
ll 
In two cases, weaning was done by someone else, usually p 
a relative. Most mothers consulted closely with their pedia-
tricians. 
3. Toilet Training 
li p 
1: ,. 
I! 
I' li i: I, 
Information about toilet training, likewise, was difficult /1 
I to get in entirety, for the same reasons outlined under ~- !; 
I· 
ing. Either the mothers could not remember or the workers did j: 
I 
not get specific information during the diagnostic period. jJ 
However, enough data was found so as to make possible a compari~ 
son of the two groups. 
II 
li 
I' 
In the seizure group, three mothers began toilet training I! 
their children between the ages of 5-9 months, in contrast to 
only one mother in the non-seizure group. One mother in the 
seizure group trained her child between the ages of 10-14 
months, and one mother in the non-seizure group trained her 
li 
li 
'I q II ll 
il 
li 
ii 
child during the same period of time. I, Finally, two mothers in ~~ 
! ~ 
II d I' 
i 
I 
il 
TABLE 11 
BEGINNING OF TOILET TRAINING 
Age of child 
in months 
Under 5 
5-9 
10-14 
15-19 
20-24 
25-29 
30-34 
After 34 
(TOTAL: 9) 
Seizure 
Group 
0 
3 
1 
0 
0 
0 
0 
0 
4 
Non-seizure 
Group 
0 
1 
1 
2 
0 
0 
0 
1 
5 
the non-seizure group began training their children between the 1: 
'I 
" ages of 15-19 months, and one mother did not begin training un- I 
til after the child was 34 months old. i' 
I 
It is significant that while only four mothers in the • il se1- ii 
ol 
zure group were included in the table, all of them had begun 
toilet training by the time their children were 14 months old, 
I! 
!i 
:i 
i: 
!' 
ii and three of these four mothers had begun training by the time 'i 
i! 
the child was 9 months old. These mothers, therefore, tended 
to begin toilet training earlier than mothers in the non-sei-
zure group. By comparison, Sears, Maccoby, and 
li 
" H 
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~ ~~ Levin2 in their study of "normal" mothers, found that th:~~av::t-=--== 
age age at beginning of toilet training for their sample was II 
about 11 months. The study at Children's Medical Center noted 
that "most of these (seizure) mothers toilet trained their 
3 
children early, starting at six months or less." The findings 
r 
I
I 
in the present study seem generally to corroborate the findings I 
of the Children's Medical Center, i.e. that mothers of seizure 
children tend to begin toilet training their children early. 
Mothers in the seizure group tended to complete toilet train-
ing earlier than mothers in the non-seizure group. In the 
seizure group, three mothers had completed the toilet training ! 
of their children by the time they had reached the age of 19 
months, while none in the non-seizure group had completed by 
that time. Six mothers in the seizure group had completed 
toilet training by the time their children were 24 months old, 
while only two mothers in the non-seizure group had completed 
training by that time. Finally, all the mothers in the sei-
zure group had completed training their children by the time 
they were 29 months old, while four mothers in the non-seizure 
group completed the training after that. 
Information as to methods of toilet training and mothers' 
attitudes towards toilet training was, similarly to weaning, 
so sparse as to inhibit any categorization. The following 
2sears, Maccoby, and Levin. Patterns of Child-Rearing, P• 109. 
3
"Psychological Studies of Children with Epilepsy," p. 14. 
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TABLE 12 
COMPLETION OF TOILET TRAINING 
Age of child Seizure Non-seizure 
in months Group Group 
5-9 0 0 
10-14 2 0 
15-19 1 0 
20-24 3 2 
25-29 1 0 
30-34 0 2 
After 34 0 2 
(TOTAL: 13) 7 6 
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anecdotal material, however, gives a picture of some of the ii i: 
!! 
li 
il 
i[ 
methods mothers in both groups used as well as some of their 
attitudes: li 
1: 
" 
,, 
" II SEIZURE GROUP: 
A. Mother 
Thinks 
Mother 
on the 
.. 
!1 
not sure about time of beginning toilet training. li 
it was begun at 8-9 months, completed about 2 years. /!,· 
said she "didn't see any point in putting the child 
toilet when she is not old enough to sit up." 1! 
B. Mother doesn't remember when toilet training begun. Thinks~~~ 
it was completed at age 20-24 months. , i 
Mother said toilet training was "normal," ttno problem." li 
But she went on to say she spanked P. "good once." Mother 1! 
had made "her sit there on the potty" and P. didn' t have a II 
bowel movement until just after she got up from the potty. li 
Mother feels child ndid it to defy me." Mother was very 11 
angry and supposes she remembers the episode because she 
1
1 
feels "guiltyn about it. Child wet the bed recently and ! 
i 
' 
I 
.I 
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i! 
mother felt child might have had a seizure. 
certain about how to handle bed-wetting. 
d 
Felt quite un- i1 
ii 
H 
c. Many discrepancies in remembering times of toilet training. 1
1
: 
Mother said she began when child was 8 months old, and that ,i 
child was completely trained by the age of 16 months. She ir 
later corrected this to 18 months. Social worker from the r: 
Seizure Unit said mother told her child was completely 11 
trained at the age of 2 years. No other information. 
D. Mother said toilet training was completed at age 2 years. 
Mother said child trained herself, "mother didn't try." 
Child's brother was trained by then and child seemed to 
follow suit when she was ready. Mother consciously didn't 
push child because she felt she had pushed brother ter-
ribly. 
II 
I' 
II 
'I 
lr 
li 
I' 
:1 
I! E. Mother reports child was trained "without difficulty." fl 
Worker says there were difficult home circumstances at the !: 
time, many other people (in-laws) around. Mother was very li 
young, afraid to pick up child, anxious about child care, !i 
and consulted doctor often. Said training was completed atll 
age 14 months. II 
F. Mother said toilet training was begun at age 7 months. She 11 
used a bottle with child until he was old enough to use d 
regular "hopper." Says training was completed at one year li 
except for persistent night wetting which she describes !i 
with some disgust. Mother said "later, there were some 1' 
struggles." 11 
G. No information. Mother very ill after birth of child. MGM ,, 
took most of care of child. I! 
I! 
H. Mother could remember very little about toilet training, 
1
1! 
thinks she began it at a little over one year, completed ,. 
some time after 2 years. Mother reported "no difficulty." ·: 
Mother said she could remember around other children, but I! 
not this one. 1: !! 
NON-SEIZURE GROUP: 
A. Little information from mother. Worker says she is "de-
pressed." Said training was begun at 1t years, completed 
at 2! years when child was "dry that summer." 
B. Mother said training was begun 
fearful of the toilet up until 
she trained herself, bowel and 
from home. 
at age 9 months. Child was 
the age of 2 years, when 
bladder, upon a visit away 
il 
li 
li 
·I il 
ji 
,I 
I' II 
I 
' ' I 
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c. Mother said toilet training was completed at 2 years. 
Mother related suspiciously to worker with notable para 
noid trends, and wanted to talk about immediate problems 
of child. 
D. Mother could not remember times of toilet training. 
scribes it as "easy." 
De-
!l 
E. Toilet training was begun at 
on "toidy seat," with mother 
child. Mother says training 
but still wet sometimes when 
one year. Child was 
taking definite cues 
was completed at age 
out playing. 
II 
trained i! 
from the 1
1
: 
21.. i 2 years, II 
F. Training begun at 1~ years, "after he walked well." 
other information. 
No 
G. Child's toilet training began at 3 years. Mother believed. 
a child should not be toilet trained until he is ready. 
Child continued to wet bed, and is enuretic 5-7 nights a 
week. 
li 
" ll il 
:i 
II 
li 
li 
I[ 
I H. Mother tried hard to remember facts, became nervous and il 
apologetic when she could not. Mother told worker that q 
"she wanted to let him set his own pace, going by the Iii 
books, but not what she really wanted to do." At 3 years, 
11 child was still soiling, and mother beat him to get him to I! 
stop, which worked. At 4 years, mother used the same !I 
method to make him stop wetting. 
Mothers in both groups, therefore, tended to be uneasy about 
toilet training, to be anxious when talking about it with the li 
worker, to forget details of training, or to say that it was li 
"easy" or "there were no problems." In several cases, the II 
children trained themselves without the aid of their mothers. j/ 
!! 
Some mothers were severe in their methods of toilet training II 
and disgusted about the process, while others trained their 
children gradually, taking cues from the child. Both groups 
seemed similar in that their attitudes and methods of toilet 
training varied widely, and that a number of mothers in each 
group had amnesia for information about this area of child 
rearing. 
:; 
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Relationships between Mothers' Attitudes towards 
Treatment and Attitudes towards Child Rearing 
1. Breast feeding and bottle feeding in relation to attitudes 
towards treatment: 
No relationships between anxiousness of mothers for 
ment and whether they breast fed or bottle fed their babies 
were found. Both groups seemed to be equally anxious or not 
anxious with regard to treatment and equally divided as to 
breast feeding or bottle feeding. 
Some relationships were found between breast feeding or 
II bottle feeding and whether the mother blamed herself or blamed il 
li 
Mothers who bottle II 
ii 
fed their babies from the beginning tended to blame themselves 1! 
others for the child's symptoms, however. 
for the children's symptoms, while mothers who breast fed their Ji 
d ~ ; There were babies from the beginning tended to blame others. 
only slight differences between the two groups here. 
H 
'I 
ir 
II 
H 
Some slight relationship was found between whether mothers/! 
breast fed or bottle fed their babies and how they related in Ji 
~ ~ 
the casework situation. Pour of the mothers (both groups com- lj 
bined) bottle fed their babies and were passive in the inter- J1 
I! 
II 
view situation, three of the mothers breast fed and were nei-
ther passive nor active in the interview situation, and three I 
of the mothers bottle fed their babies and were active and con-
1
1 
trolling in the interview situation. It is of interest that !J 
!i I 
mothers who bottle fed their babies seemed to fall into the ex-1 
I 
I 
1\ 
I 
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tremes as far as casework involvement was concerned, either 
passive or active. 
' H 
'i j, 
i! 
,I 
li 
Mothers' tolerance for the children's symptoms seemed to I! 
j! II 
have some relationship to whether they breast fed them or t ,I no , ! 
!I 
particularly with mothers of epileptic children. Those 
I; 
ii 
I! 
/i ji 
mothers who found their children's symptoms completely intoler~ 
I ~ 
able tended to bottle feed their children. Six of the mothers li 
in the total group fell into this category. Of these six it II 
II 
II mothers, four of them were mothers of seizure children. 
There was no relationship between mothers' attitudes to- I! 
n wards changeability of children's symptoms and whether they 
breast fed them or bottle fed them. 
2. Completion of weaning in relation to attitudes towards 
treatment: 
Completion of weaning was divided into two categories: 
!( 
I! 
li 
!! 
!! 
ii 
those mothers who completed weaning when the children were be-;; il 
tween the ages of 5 and 10.9 months were rated Early. Those !I II 
mothers who weaned their children by the age of 11 months or ji 
,I 
more were considered Late. li 
p 
In comparing mothers' anxiousness (or non-anxiousness) If 
for treatment and whether they weaned their children early or /! 
.I p late, some relationship was found. Putting both groups to- 11 
II gether, it was found that six out of the thirteen mothers in- 11 
II 
eluded in this analysis were anxious for treatment for their li 
!; 
children and weaned their children late, completing by the II 
time the children were 11 months old or later. II 
li 
I 
i 
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The relationship between early or late completion of 
1: 
weaning and whether mothers blamed themselves or blamed others
11 l\ 
for the child's symptoms showed that mothers who weaned their 
children late tended to blame others for their children's 
symptoms. Further, those who completed the weaning of their J! 
children early tended to blame themselves for the children's 
problems. Mothers in the non-seizure group tended to com-
plete weaning late and blame others for the children's symp-
toms, while mothers of seizure children showed no such rela-
tionship. 
Mothers who completed weaning late tended to be passive 
in the problem-solving work with the caseworker. Four out 
of thirteen mothers showed this tendency. 
There was no relationship between time of completion of 
weaning and mothers' tolerance for the children's symptoms. 
~ ' 
Similarly, there was little relationship between early or late!! 
!1 
n completion of weaning and whether mothers thought their chil- I' 
Ji dren' s symptoms were changeable or not • 11 
1 ~ 
3. Completion of toilet training in relation to attitudes to- li 
I' 
wards treatment: ii I· 
! 
Times of completion of toilet training were divided into IJ 
I! four categories, according to time: (1) 10-14 months, (2) 
15-19 months, (3) 20-24 months, and (4) 25 months or more. 
It was found that mothers who completed toilet training 
their children by the time they were (a) 20-24 months old, 
and (b) 25 months or more, were anxious to have treatment for 
,. 
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their children. Eight mothers out of thirteen fell into this 
category, four training their children by the time of 20-24 
months, and four training their children at 25 months or more. 
i 
I' 
I 
All of these eight were anxious for treatment for their chil- li 
1: 
dren. Further, non-seizure mothers predominated here, six out i' il li 
of the eight in this classification being non-seizure mothers. 
There were no findings as to relation between time of 
completion of toilet training and whether the mother blamed 
herself or blamed others for the child's symptoms. 
Mothers who completed toilet training of their children 
between the ages of (1) 20-24 months, and (2) 25 months or 
more, were found to be passive in their relationship to prob-
ll ,, 
! ~ ,, 
II ,, 
l! 
li 
;r 
!em-solving work with the caseworker. Six mothers out of thir-ll 
,, ,, 
II 
teen fell into this category, three training their children by I' !i I ~ 
the age of 20-24 months, and three training their children at 
25 months or more. Four out of these six were non-seizure 
mothers. 
Mothers who completed toilet training by the time their 
children were (1) 20-24 months old, and (2) 25 months old or 
more, tended to find their children's symptoms completely in-
tolerable. Six out of thirteen mothers felt this way, three 
training their children by the age of 20-24 months, and three 
ii 
I! 
li ,, 
l{ I, 
These six were ii 
j: 
training their children at 25 months or more. 
equally divided between mothers of seizure children and mothersli 
of non-seizure children. However, two mothers of non-seizure i' 
II 
children completed training at 25 months or more and felt their! 
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i 
+ children's symptoms somewhat intolerable, and two mothers of II 
II 
seizure children trained their children between the ages of j: 
10-14 months, and felt their children's symptoms were com- li 
'I 
pletely intolerable. On the whole, therefore, mothers of sei- 1 
I 
zure children tended to complete the toilet training of their !l 
children earlier than mothers of non-seizure children and to I 
feel that the children's symptoms were completely intolerable. I 
I There were only slight findings as to time of completion 1 
II 
of toilet training and mothers' feelings about the change- · 
Three out of six mothers I 
of non-seizure children included in the analysis trained their j 
children by the age of 25 months or more, and felt that their .j 
ability of the children's symptoms. 
children's symptoms were unchangeable. I· 
II 
11 
II II 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
I' 
The purpose of this study was to examine the attitudes to-1\ ,. 
li 
•I 
I. 
! ~ wards treatment and the attitudes towards toilet training and 
!r 
ll 
r: 
weaning in families having an epileptic child with emotional 
L: 
disturbance with two questions in mind: (1) Is there any rela- ~! 
tionship between mothers' attitudes towards treatment and 
their attitudes towards child rearing? and (2) Are the atti-
tudes towards treatment and towards child rearing observed in 
mothers of disturbed epileptic children specific to epilepsy 
ti 
II 
It i! 
,, 
or specific to psychological disturbance in general? In order li I· 
to answer the second question, a comparison group of eight 
families having an emotionally disturbed non-epileptic child 
was used. 
Sixteen cases, which included eight mothers of disturbed 
epileptic children and eight mothers of disturbed children 
without epilepsy were studied in the Psychiatric Unit of the 
Children's Medical Center at 300 Longwood Avenue, Boston, 
Massachusetts, by means of the case records. 
The second research question will be discussed first: 
Are the attitudes towards treatment and towards child rearing 
observed in mothers of disturbed epileptic children specific 
to epilepsy or specific to psychological disturbance in gen-
j. 
II I 
ii 
eral? The small size of the sample and the limitations of i: 
1: 
the data obtainable make a definitive answer to this question !i 
,. 
impossible. However, there were many similarities and dif-
ferences between the two groups. 
Mothers' attitudes towards treatment were studied with 
focus upon three areas (1) mothers' feelings about the chi!-
dren's symptoms in terms of tolerability and changeability, 
(2) how mothers felt about getting treatment for their chil-
li 
'i\ 
!:' 
II 
II li II 
1: 
II 
li 
H 
/i i! dren, and (3) how they related in the problem-solving work of 11 
ir 
the diagnostic interviews. They were approached by a series 
of five questions. 
In the group as a whole, both mothers of seizure chi!-
dren and mothers of non-seizure children, wanted treatment 
for their children very much. However, mothers of seizure 
children were notably more ambivalent about whether they 
wanted treatment or not. 
1: 
1: 
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i! 
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lj 
In the second question, "Does the mother blame herself II ji 
or blame others for the child's symptoms?" there were no sig- !i 
j; 
II ,, 
I! ; nificant differences between the two groups. 
li In answer to the third question, "Who does the (problem- I! 
II 
solving) work in the casework interview?", there were no dif-Jj 
" ll ferences between the two groups, but the group as a whole :: 
II II (total of sixteen cases) tended to be passive in their rela- 1: 
I 
tionships to the workers during the diagnostic interviews. 1! 
1! 
I; 
The fourth question, "What is the mother's feeling about i 
the child's symptoms?", showed that neither of the two groups
1 
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I! 
found their children • s symptoms tolerable. We can hypothe- i' 
ii 
p 
size that mothers who felt this way about their children's i' 
I 
I 
I' symptoms would not feel it necessary to come to a child guid- , 
ance clinic. However, mothers of seizure children found 
their children's symptomatology much more disturbing than did 
mothers of non-seizure children. 
Finally, in answer to the fifth question, '~at is the 
mother's feeling about the changeability of her child's symp- ii 
II 1: 
toms?" 1 mothers of seizure children tended to both feel more i: ii 
it 
il 
ambivalent about the changeability of their children's symp- Ji 
ji 
toms and also more hopeless about the symptoms. /1 
if 
I' 
In conclusion, there were both similarities and differ- !i 
ll 
,, 
I· 
ences between the two groups in their attitudes towards treat-ii 
ii 
ment. Both groups tended to be similar with regard to either J
1 
blaming themselves for the children's symptoms and blaming 
' 
10 
" 
,. 
II 
others, and similar in their relationship to the problem- li 
solving work in the casework interview, i.e. largely passive. i! 
Mothers of seizure children were (1) more ambivalent about 
whether they wanted treatment for their children or not, (2) 
more disturbed about their children's symptoms than the 
mothers in the non-seizure group, and (3) more ambivalent 
more hopeless about the changeability of these symptoms than 
were mothers in the non-seizure group. 
'I H I! q 
ii 
I. 
ii 
II 
H ,. 
i: li 
Mothers' attitudes towards early feeding and toilet II 
training of their children were 
the clinic records did not have 
difficult to ascertain, since Jj 
j, 
;i 
complete enough information ji 
il ,, 
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in these areas. Material as to attitudes towards weaning and 
towards toilet training was presented in anecdotal form in i' il 
Chapter IV. Material as to breast feeding, time of completion/: 
of weaning and completion of toilet training is discussed in 
the following. 
With regard to breast feeding versus bottle feeding, 
mothers of seizure children tended to bottle feed their chil-
dren from the beginning in contrast to mothers of non-seizure 
children. 
Times of completion of weaning showed some differences 
1: 
i. 
I' ~ I 
l. 
Ji 
within the two groups. Mothers of seizure children tended to :
1 
complete weaning their children earlier than mothers in the ~~ 
non-seizure group. Similarly, by the time the children had 
reached the age of 15.9 months, six out of seven mothers of 
seizure children had completed weaning, and five out of six 
H p 
!I 
I 
i; 
li 
H 
t\ 
p 
' i! 
li 
mothers of non-seizure children had completed weaning by that ij 
,, 
time. 
Mothers of seizure children tended to begin and to com-
plete toilet training earlier than mothers of non-seizure 
children. With regard to completion of toilet training, six 
out of seven mothers in the seizure group had completed toi-
let training by the time their children were 24 months old, 
while only two mothers out of six in the non-seizure group 
:. ,. 
; 
I 
had completed training by that time. Further, three out of 
these six mothers in the seizure group had completed toilet J! 
! ~ 
training by the time their children were age 19 months. No 
56 
mothers in the non-seizure group had completed training by 
that time. 
li 
1: 
li 
1: 
I, 
!! ]l 
The first research question, "Is there any relationship 
between mothers' attitudes towards treatment and their atti-
tudes towards child rearing?tt, was also limited in definitive /1 
d I· 
conclusions because of the size of the sample. However 1 cer- 11 
I! 
tain patterns did emerge, which further more extensive re- I! 
search might be better able to confirm or refute. 
With regard to breast feeding and bottle feeding and 
their relationship to mothers' attitudes towards treatment, 
each question under Mothers' Attitudes towards Treatment was 
li 
ti 
;) 
Ji 
li 
!i 
if 
!: 
~ i li d ,, 
il 
compared in terms of whether the mothers breast fed or bottle II 
li 
! (1) No relationshipsi! 
•' 
fed. Very few relationships were found: 
II 
between anxiousness of mothers for treatment and whether they ): 
(2) Mothers who bottle\i 
li 
breast fed or bottle fed their babies. 
I' 
I' fed their babies from the beginning tended to blame themselves;! 
1: 
for the children's symptoms, while mothers who breast fed !: 
I! 
their babies from the beginning tended to blame others. (3) ii II 
li 
ir 
it 
,, 
II 
Mothers who bottle fed their babies tended to fall into the 
extremes as far as casework involvement was concerned, either il 
;: 
passive or active. (4) Mothers who found their children's 
symptoms completely intolerable tended to bottle feed their ~~ 
children. This was particularly true for mothers of epileptic!! 
ii 
children. (5) No relationship between mothers' attitudes to- II 
I 
wards changeability of children's symptoms and whether they 
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breast fed or bottle fed them was found. 
With regard to completion of weaning: (1) Six of the 
thirteen mothers (grouped together) in this analysis were 
i 
anxious for treatment and weaned their children late. (2) !i 
i 
Mothers who weaned their children late tended to blame others !: 
: 
ii 
for their children's symptoms, while mothers who weaned their li 
ii ;: 
children early tended to blame themselves for the children's \\ 
l ~ 
symptoms. (3) Mothers who completed weaning late tended to li 
I! 
li be passive in the problem-solving work with the caseworker. 1
1 
(4) There was no relationship between early or late weaning IJ 
I' ,I 
and mothers' tolerance for the children's symptoms. ( 5) There!/ 
was no relationship between early or late completion of wean- jl 
li 
ing and whether mothers thought their children's symptoms wereli 
ll 
changeable or not. Ji 
It ;! 
No significant relationships were found between time of li 
li 
completion of toilet training and (1) whether the mother li 
ir 
blamed herself or blamed others for the child's symptoms, and j, 
,! 
~ ) 
' (2) mothers' feelings about the changeability of the chil- <i 
1: 
drens' symptoms. However, mothers completing the training of 1: 
li 
their children between ages of 20-24 months and 25 months or i! I! 
more were all (1) found to be anxious for treatment for their 1
1 II 
children, (2) passive in their relationship to the problem- !: 
L 
I 
I' 
solving work of the casework situation, and (3) to find their 11 
children's symptoms completely intolerable. 
Comparison of mothers' attitudes towards treatment 
against themselves within the two groups gave rise to some 
ii 
I; 
!: 
f ~ 
!I 
li j; 
.I 
I 
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interesting patterns which have relevance for casework. It 
was found that mothers who found their children's symptoms i i; ,. 
q 
j; 
completely intolerable were correspondingly quite anxious for 11 
i, 
" H ii 
treatment, if the two groups are considered together. How-
ever 1 mothers of seizure children, while they generally found ji 
I' 
I! 
their children's symptoms completely intolerable, varied in 
their anxiousness for treatment. 
In conclusion, the mothers of seizure children in this 
study tended to demand earlier independence from their chil-
dren than mothers of non-seizure children, as observed in 
II 
i1 
li 
I! 
I! 
,: 
)I ,, 
II Similarly, mothers of ' 
I 
times of weaning and toilet training. 
seizure children sought to be more independent from the so-
1
111 cial worker in the diagnostic study, being generally more am- . 
bivalent about treatment and less hopeful about the change- I! 
ability of their children's symptoms than were mothers in the /i 
II 
non-seizure group. The importance of securing a good early 
history and assessment of the mother's attitudes towards 
!/ 
I! 
1: j: 
il !i 
treatment in child guidance treatment is therefore underlined.!! 
!I 
While the findings in this study are not conclusive, II 
some patterns do arise which are characteristic of both 
mothers of disturbed children with epilepsy and mothers of 
II 
!1 
I! ji 
,I 
disturbed children without epilepsy. 
li 
i' 
Caseworkers in any set- !I 
'I 
ting which provides coordinate treatment for mother and child /1 
!I 
I 
will find further studies of this nature helpful, as any re- !! 
I; 
search which seeks to define the elements inherent in case-
II 
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work treatment helps both to sharpen skills and enlarge diag-
nostic abilities. Further, those caseworkers who work with 
mothers of epileptic children can, through studies of this 
nature, learn more about the particular problems of the epi-
leptic child and his parents, and thereby be better able to 
help them. 
The need for further research in both the area of case-
work treatment in general and the treatment of the epileptic 
individual in particular is quite apparent. More extensive 
II 
I! !; 
i: 
I! 
j, 
ii 
II 
ll li 
!I 
II II 
II 
II 
li 
II 
case examples, more isolating of relevant variables, and more /i 
sharpening of problem areas would make a valuable contribution[! 
to this field. 
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APPENDIX 
APPENDIX A 
SCHEDULE 
I. BACKGROUND DATA 
A. PATIENT'S NAME 
1. Age 
2. I .Q. 
3. Sex 
4. Presenting problem 
5. Seizures or non-seizures 
B. MOTHER 
1. Age 
2. Religion 
3. Education 
4. Occupation 
5. Income 
6. Race 
C. FATHER 
1. Age 
2. Religion 
3. Education 
4. Occupation 
5. Income 
6. Race 
II. CHILD-REftRING PRACTICES 
A. TOILET TRAINING 
1. Begun 
2. Completed 
3. Method - Attitudes 
B. F.BEDING 
1. Breast fed or no 
2. Weaning 
a. Begun 
b. Completed 
c. Method - Attitudes 
III. CASEWORK INFORMATION 
A. How anxious is mother for treatment for child? 
B. Does she blame herself for symptoms, blame others, 
deny? 
c. Who does the work? (Problem-solving work) 
o. Mother's feeling about acceptability of symptom? 
E. Mother's feeling about changeability of symptom? 
li ji 
.I 
1[ 
ir 
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I' 
H 
Code 
Letter Age 
A. 9.4 
B. 11.10 
c. 10.2 
D. 10.8 
E. 8.6 
F. 9.9 
G. 8.4 
APPENDIX B 
AGE, SEX, AND PRESENTING PROBLEMS OF CHILDREN 
GROUP I 
SEIZURES 
Sex Presenting Problem 
F 
F 
F 
F 
M 
M 
M 
Poor peer relation-
ships, refuses medi-
cation 
Behavior problem 
Reading difficulty 
Stammering, with-
drawal 
Behavior problem, 
refusing to eat, 
babyish 
Temper tantrums, 
enure tic 
Infantile, poor 
school work 
Code 
Letter 
A. 
B. 
c. 
D. 
E. 
F. 
G. 
GROUP II 
NON-SEIZURES 
Age Sex Presenting Problem 
8.7 F Stammering, sex play 
11.5 F Tics 
10.7 F Long-term nocturnal 
enuresis 
10.10 F Reading problem 
8.6 M Learning problem, 
10.2 M 
7.3 M 
speech difficulty 
Learning problem 
Speech defect, 
temper tantrums, 
enuretic 
relationships de- steal1ng ~post-pol1o) H. 9.0 M Stealing, poor sib l H. 9. 5 M Learn.j.ng problem, . 
==::c-=co.--:o=--:!1:: ... --~=.::=--=---==:--::=:::-c:·~=:-.::c-"-""cc.-ccc:7"=:cf!'.~.;:E_~1!Y~ -=""=-~--=,~:-=---···- ..... -- . ---·--·-·-- .. - .;.=.=·=:.=-=-,-~=::c=---";~oo::.,c:::::.~---.-:: c-=:\f:,-ccc.=-.-=o..-==-· 
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APPENDIX C 
!I 
BREAST-FEEDING OR BOTTLE-FEEDING 
1: q II-=================================== I, II- ll 
1: 
SEIZURE GROUP I! 
11-----------------------------------i! 
Code 
Letter 
Breast 
Fed Time 
Bottle 
Fed Comments 
I' ~ ~ 
i! ~-------------------------------------------11 i: A. 
B. 
c. X 
D. 
.B. 
F. X 
3 or 4 
days 
to 14 mos. 
X 
X 
X 
"Mother too modest to 
nurse." 
~ i 
II 
ii i; 
j, 
;i 
il 
II days.,, li No milk after 3 or 4 
No information • 
Mother had no more milk. 
II 
,. 
I, 
II L 
1: 
1\ ,, 
,, 
,, 
'I 11 j G. x By maternal grandmother. j! 
I
I H. X ---------------------- i; 
1-----------------------------------'1 !; 
I 
2 5 TOTAL: 7 
(Continued on next page) 
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BREAST-FEEDING OR BOTTLE-FEEDING (Continued) 
i! I 
I! 
II 1~-------------------------------------------------------------------li 
H NON-SEIZURE GROUP II p II-C-o_d_e _ B_r_e_a_s_t _________ B_o_t_t_l_e ______________ i,! 
Letter Fed Time Fed Comments 1 
I; 
ll 1----------------------------------------------------ll 
A. X 2 weeks 
B. X 
c. 
D. X 
E. X 1 day 
F. X 4 mos. 
G. X 
H. X 
~ ; 
Mother had no more milk. II 
II 
Ill "Doctor didn't believe in \: breast feeding." 
No information. 
i ,, 
,: j! 
i! 
1: Mother enjoyed nursing. 
11 
Mother allowed to breast- 1; 
feed for only one day be- I! 
cause she was nervous. L 
Family doctor advised 
bottle feedings. 
Bottle-fed with diffi-
culty. Child refused to 
eat and mother tried to 
force him. 
ii 
I 
l 
---------------------------------------------------------~'! I' 
4 3 TOTAL: 7 i! 
II 
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